The introduction of the Taussig-Blalock operation to improve the pulmonary circulation in certain cases of cyanotic congenital heart disease has meant that successfully treated subjects, though much improved in their functional ability, have been given yet another cardiovascular abnormality. This extra lesion is an artificial ductus arteriosus, a condition which, when solitary and uncomplicated, is regarded as an indication for operative closure. One of the reasons for such closure is the risk to the patient of bacterial endocarditis developing. As quite a large series of successfully completed TaussigBlalock operations have now been recorded it is rather surprising to find only one case (Hurst, Gleason and Schemm, 1949) reported in which bacterial endocarditis followed the operation, though this may in part be due to the fact that the commonest age incidence of this disease lies between 20 and 40 years. The child to be described suffered such a complication and, in addition, had an unusual form of congenital heart disease. Cardioscopy showed a boot-shaped heart, slight cardiac enlargement, apparently involving the right ventricle, or absent pulmonary cone, and a right-sided aortic arch. The lung fields were translucent.
An E.C.G. showed left axis deviation. There were prominent P waves in leads I and II, an inverted T1 and slight elevation of ST2 and ST3 (Fig. 1 ).
An angiocardiogram showed that the aorta filled simultaneously with a narrowed pulmonary artery, and confirmed the right aortic arch. The ventricular septum was not defined.
The cardiographic findings cast serious doubt on the diagnosis of the tetralogy of Fallot which was entertained on the clinical and radiological findings. Brown states that such a finding in the absence of bundle branch block excludes a pulmonary stenosis, although Gasul, Richmond and Krakower (1949) recorded a case of the tetralogy with a patent foramen ovale (' pentalogy ') with left axis deviation, and two cases of the tetralogy with associated patent ductus arteriosus showed left axis deviation with unipolar leads (Sokolow and Edgar, 1950) . The usual cause of left axis deviation is tricuspid atresia, but a persistent truncus arteriosus or a commonventricle with hypoplastic right ventricle is sometimes found (Brown, 1950 The formol gel reaction was negative.
The serum alkaline phosphatase level was 10 KingArmstrong units.
A radiograph of the chest showed a confluent, mottled area of opacities at the right base with an area of infiltration in the right mid-zone. Penicillin, 200,000 units 4-hourly, was begun, but petechiae continued to appear for some days and mild pyrexia up to 100-started on February 28. The face became slightly oedematous. However, the child's general condition seemed better and she took her food well. On March 4 she sat up in bed suddenly, collapsed, and was dead in about a minute.
Necropsy Findings. The relevant findings were confined to the cardiovascular system. On opening the pericardium the sac was found to be full of blood which had escaped from a ruptured mycotic aneurysm the size of a kidney bean on the pulmonary artery just proximal to its bifurcation. The artificial ductus was found to be patent and not diseased. The heart was considerably enlarged and consisted mainly of an hypertrophied and dilated left ventricle. The abnormalities found were as follows: (1) transposition of the great vessels with a right aortic arch: (2) gross enlargement of the left ventricle: (3) a diminutive right ventricle: (4) virtual absence of the inter-ventricular septum which was represented by a narrow fold: (5) valvular pulmonary stenosis: (6) both auricles small and separated only by a rudimentary fold similar to that between the two ventricles; (7) two of the pulmonary veins drained into the right auricle and two into the left: (8) the superior and inferior venae cavae entered the right auricle as a common vessel; (9) a mass of vegetations was present on the right auriculoventricular valve and on the stenosed pulmonary valve. The auriculo-ventricular valves appeared normal and the coronary arteries were normally placed. Thus the heart was functionally bilocular. Discussion Functionally, this child possessed a single ventricle from which both great vessels sprang. In such a patient it is of importance to know whether the pulmonary artery is stenosed or not, for in the latter case the pressure in this vessel will be as great or greater than that in the aorta with the result that a pulmonary-systemic anastomosis will be of no benefit, while in the former the pulmonary blood supply will be increased by such an operation and the patient will benefit. In this instance the absence of the pulmonary cone and clear lung fields favoured a pulmonary stenosis, although the other abnormalities were not diagnosed, and the operation caused considerable improvement.
Hurst, Gleason and Schemm in 1949 reported a case of subacute bacterial endocarditis in a girl of 10, two years after Blalock had operated upon her for the tetralogy of Fallot. This girl recovered, and they mentioned a personal communication from Taussig that she had seen such a complication in four cases up to that date, but gave no details. No other examples appear to have been recorded since then. Sum_ry A case is described in which infective endocarditis caused death by rupture of a mycotic aneurysm of the pulmonary artery two and a half years after a Taussig-Blalock operation had been performed.
Post-mortem examination showed that the heart was functionally bilocular and that there was transposition of the great vessels.
